Introduction
Necrotizing fasciitis (NF) is a rare medical and surgical emergency. It is an acute rapidly progressing necrotizing infection of fascia, subcutaneous tissue and skin accompanied by severe systemic toxicity and multiorgan dysfunction [1] . NF is a known clinical entity from the days of Hippocrates, but its awareness and reporting increased across the last three decade [2] . Various terminologies are used to describe NF such as hemolytic streptococcal gangrene, meleney ulcer, acute dermal gangrene, suppurative fasciitis, synergistic necrotizing cellulitis and necrotizing erypilias [3] . NF is a rare clinical entity in which infection spreads rapidly through the fascial plane causing severe systemic toxicity and involvement of multiple body organs, hence it is termed as limb and life threatening emergency [1, 3] . Epidemiologic studies suggest that patients with advanced age are at greater risk for NF and one out of five patients may die [4] . However, early diagnosis and timely management may contribute to the improved survival. Early diagnosis of NF remains a challenge in its initial stages, as the clinical presentations are usually vague or non-specific and the overlying skin is relatively normal in appearance with no clear boundaries or palpable limitation between viable and non-viable tissues [5] . Patients' history, understanding of systemic toxicity and multi-organ dysfunction are essential for proper management of these patients [1, 5] . There is a paucity of information on the occurrence and outcomes of NF based on the gender of patients. The aim of this study is to evaluate the clinical presentations, hospital course and outcomes of NF based on the patient gender in one of the rapidly growing economies in the Middle East, the state of Qatar.
Patients and methods
This study was approved by the Ethics Committee, at Medical Research Center, Hamad Medical Corporation (HMC), Qatar with IRB#14066/14. HMC is the only tertiary health care facility in Qatar. In January 2013, the country's population was 1,903,447; of which 1,405,164 were males and 498,283 females (2.8:1) [6] . However, the influx of male laborers (80% of population in Qatar are expatriates with a South Asian predominance) has skewed the gender balance and women represents just one-quarter of the population [7] . All patients admitted from January 2000 to December 2013 with operative notes clearly indicates the presence of the necrosis of fascia and subcutaneous tissues, or operative notes specifically mentioned the NF, or tissue histopathology confirmed the diagnosis of NF were included in this study.
Patients' demographics, co-morbidities, initiating factors, presenting signs and symptoms, initial blood work-up (including serum procalcitonin levels), number of debridements, severity of disease, affected body region, intensive care and hospital stay, recurrence of NF and outcomes of these patients were recorded. All parameters were compared according to the gender of the patients.
Definitions
SOFA (Sequential Organ Failure Assessment) score was calculated using parameters such as the ratio of partial pressure arterial oxygen and fraction of inspired oxygen (PaO 2 /FiO2), platelets count, bilirubin level, Glasgow coma score, Mean Arterial Pressure (MAP), use of vasopressors, creatinine level and urine output [8] . The Laboratory Risk Indicator for Necrotizing Fasciitis (LRINEC) score was calculated using parameters such as CRP, WBC, hemoglobin, sodium level, creatinine concentration and glucose level [9] .
Statistical analysis
Data were presented as proportions, median (range) or mean (±standard deviation), as appropriate. Baseline demographic characteristics, medical history, clinical presentation, and outcomes were compared between males and females. Analyses were conducted using Studentet test for continuous variables and Pearson 
Results
During the study period, a total of 331 NF patients were identified with a mean age of 51 ± 15 years and male to female ratio of 3:1. NF was more likely to occur in males (74.3%). Overall, females affected with NF were 3 years older compared to the males (53.5 ± 16.3 vs. 50 ± 15; p < 0.06). Arab Qatari females were more frequently affected by NF than their male counterparts (76.5% vs. 48%, p < 0.001). On the other side, the proportion of affected nonArab males was greater than their female counterparts (52% vs. 23.5%, p < 0.001). The majority of NF patients (n ¼ 237; 78%) presented with local swelling. Pain disproportionate to the local swelling was observed in 208 (68.4%), and fever was present in 203 (66.8%) patients. The median duration of symptoms was 4 days (Table 1 ). There was no significant difference in the other presenting symptoms and number of debridement in both genders. Forty-three (13%) patients had history of trauma. Five (1.5%) patients had history of receiving intramuscular injections. However, the majority of patients (85.5%) were not having any history or event leading to occurrence of NF. The most common comorbidities were diabetes mellitus (51.7%), hypertension (35.6%) and kidney disease (15%). With respect to the association of comorbid conditions and NF, females had significantly higher incidence of coronary artery disease (22% vs. 12%, P < 0.002). Most frequently involved site of NF was lower limb (n ¼ 175; 52.9%), followed by perineum and genitalia (n ¼ 113; 33.7%). The site of infection also varied according to gender. Males had significantly higher perineum and genitalia associated NF (40.1% vs.15.2%, P < 0.002) whereas, females had significantly greater incidence of abdominal wall and groin NF (20% vs.8.5%, P < 0.004). The most frequent type of causative bacteria was Type II (monobacterial, 57.2%) followed by Type I (polybacterial, 31.9%) and Type IV (fungal, 10.9%). Based on the types of the causative bacteria (type Ie IV), there were no statistical differences between males and females. Table 2 represents the Laboratory findings along with the standard reference ranges. Most of the patients with NF had low serum sodium (133 ± 5.6 mmol/L) and hyperglycemia (serum glucose 12.5 ± 10.3 mmol/L). The median serum procalcitonin level was 10.5 (1e303) ng/ml. However, these laboratory results were comparable among both the genders. Table 3 demonstrates the involvement of various microorganisms in NF. The most commonly isolated bacteria in NF patients were streptococcus (38.4%), followed by staphylococcus (36.6%) and bacteroides (21.5%). Table 4 shows comparison of disease severity, ICU and hospital length of stay and outcomes based on the patient's gender. The median SOFA score was 9 (2e21), and the laboratory risk indicator for necrotizing fasciitis (LRINEC) score was 5 (1e9). Recurrent NF occurred in 13 patients (11 males and 2 females). Seventy-six (27.8%) patients had septic shock during the hospital course. The median duration of intensive care unit (ICU) and hospital stay were 5.5 (1e75) and 16 (2e295) days, respectively. Although, the laboratory findings were comparable among males and females, male patients with NF had higher disease severity and had significantly higher median SOFA score [10(2e21) vs. 8(6e19), P < 0.02] as compared to female patients. There were no significant differences in the development of septic shock, the ICU and total hospital length of stay in both sexes. In our study population, 85 patients died with an overall mortality rate of 25.7%. Although, the number of deaths was higher in males (62 vs. 23 females), the mortality difference was not statistically significant between males and females (p ¼ 0.73) ( Table 4 ).
Discussion
To date several studies have assessed epidemiology, management and outcomes of NF. The primary focus of our study is to explore the clinical presentation and outcomes based on gender distribution. The major strength of our study is the clinically relevance and impact of gender on NF which has not been investigated as a primary objective in prior studies. Table 5 shows the geographic distribution and association of gender with NF [4,5,10e16] . These studies showed male predominance irrespective of population distribution, worldwide. The present study showed that the proportion of male patients with NF predominated over females in a ratio of 3 to 1 which is close to the gender distribution in the Qatari community and is in consistence with the international figures (2e3:1) [17] . Although, the underlying gender distribution in our analysis is the true representation of the population structure of Qatar. Predominance of male gender is mainly attributed to the rising demand of labor-intensive job in this rapidly developing country which could have some potential to skew the gender balance. In our study, Arab Qatari females were more frequently affected by NF in comparison to their male counterparts and south Asian females (p < 0.001). Also, Qatari females were relatively older than males. South Asian males are more liable to NF in comparison to their female counterparts and this could be in part related to their occupations and associated comorbidities. For instance, South Asian males in Qatar are mainly involved in the manual or outdoor jobs, which increased risk for injuries (even trivial trauma) and exposure to humidity (poor humidity increases distribution and proliferation of microorganisms) [18] .
The other findings include the significant association of NF of abdominal wall and groin with female gender. The most frequently isolated bacteria in our study population were streptococcus and staphylococcus. All the types of NF based on the causative bacteria were comparable in the 2 genders; however, Type I (polybacterial) was more prevalent among males in contrast to the other 3 types. Our patients most frequently presented with local swelling than pain and fever. Singh et al. [10] reported that 91% of their patients presented with local pain and tenderness. Earlier studies from USA showed that the swelling and redness of the affected area were the common presenting feature in NF patients [16, 19] . Recently, Goh et al. reported that swelling of the affected area and pain were the common presenting symptoms [20] . The present analysis did not show gender tendency for clinical presentations although pain and swelling were more evident in females (p ¼ NS). There was no significant difference initial blood work-up, duration of symptoms of NF in both genders. A previous study suggested that most of the NF patients may not have any precipitating factor on initial presentation [11] . Similarly, the majority of patients in the present report did not have a history or an event that could lead easily to the early diagnosis of NF.
There was no significant difference between the 2 genders in terms of comorbid conditions except for the incidence of coronary artery disease (CAD). CAD was significantly higher in female NF patients. It is well-known that the NF of perineum and genitalia is more common in males. Our study reconfirms this, but our findings showed that NF of abdominal wall and groin was significantly higher in female patients [21] . The present study suggests that the median SOFA score was significantly higher in male patients as compared to females (P < 0.02). Male and female groups were comparable for the LRINEC scores and number of debridements.
NF can be complicated with systemic toxicity and multiorgan dysfunction. Bacteria get seeded into the fascia and releases toxins, which cause fascial necrosis and produce a favorable atmosphere for bacterial growth with rapid spread of infection through the fascial planes [1, 22, 23] . In this study, patients with NF have at least two organs dysfunction (average SOFA score of 9). Multiorgan failure rate was more common in males.
Male patients had higher organ dysfunction and more severe disease however; there was no significant difference in the ICU stay, and total hospital stay by gender. In our series; aggressive surgical debridements remain the treatment of choice for NF patients which was comparable among both genders. Recurrent NF is understudied in the literature, in our study there were 13 cases with recurrent NF; 85% of these patients were males. The few reported cases of recurrent NF were caused mainly by streptococcus or methicillin resistant staphylococcus aureus [24] . The mortality of NF in our cohort occurred in more than one fifth of cases and was consistent with the recently described mortality figures [4] . The overall mortality was high in the study population, and no gender preference was observed, however, it is of clinical importance and worth noting that the number of deaths was greater in males. Contrarily, Wang et al. recently revealed a significantly higher risk of death in female patients with NF [4] .
The future practice for NF should focus on developing strategies for early diagnosis and management based on gender-specific risk factors, although the consideration of gender as a risk factor for NF still need further confirmation. Further research should emphasize on the development of gender-based prognostic tools considering the major risk factors, site of infection, clinical scoring system, complications and outcomes. So, there is a need of extensive research for assessing the magnitude of NF based on gender to modulate future aspects of treatment and clinical practice for NF patients.
Limitations
The retrospective design and relatively small sample size are limitations of the present study. Although 13 cases had repeated NF, the exact time for recurrence of NF was not specified in this analysis. Lack of CRP levels for comparison with procalcitonin is another limitation. Procalcitonin has been introduced recently in HGH so not all the NF in the past underwent procalcitonin assessed at admission. The present study shows that serum procalcitonin levels on admission could predict the development of septic shock in critically ill NF patients. However, the mortality was not predicted by the risk stratification that we followed in the study. Moreover, the surgical debridement performed was also not consistent with this reference range. The accurate information on post-discharge outcomes of NF is lacking which requires further prospective studies.
Conclusion
Necrotizing fasciitis remains a life-threatening entity with 26% mortality. Although NF is more common in males, Arab Qatari females were more frequently affected by NF in comparison to their male counterparts and south Asian females NF of abdominal wall and groin is significantly higher in females. Development of multiorgan failure is more common in males with NF. Male patients were more severely ill with significantly more organ dysfunction; however, there was no significant difference in length of stay in ICU or hospital. NF remains a challenging clinical problem in Qatar with a mortality rate ranging from 25 to 27% for both genders.
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